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Abstract
Background: We examined the influence of overweight and obesity on pulmonary function, exercise tolerance,
quality of life and response to pulmonary rehabilitation in COPD.
Methods: 261 patients with COPD were divided into three groups: normal body mass index (BMI), overweight and
obese. Baseline and post rehabilitation pulmonary function, 6-min walking test (6MWT), endurance time during a
constant workrate exercise test (CET) and St. George’s Respiratory Questionnaire (SGRQ) scores were compared
between all three classes of BMI.
Results: At baseline, obese and overweight patients had less severe airflow obstruction compared to normal BMI
patients. There was no baseline difference in CET performance or SGRQ scores across BMI classes and 6MWT was
reduced in the presence of obesity (p < 0.01). Compared to baseline, post-rehabilitation 6MWT, CET performance
and SGRQ scores improved significantly in each group (p < 0.01), but 6MWT was still significantly lower in the
presence of obesity.
Conclusions: Walking, but not cycling performance was worse in obese patients. This difference was maintained
post rehabilitation despite significant improvements. Weight excess may counterbalance the effect of a better
preserved respiratory function in the performance of daily activities such as walking. However, obesity and
overweight did not influence the magnitude of improvement after pulmonary rehabilitation.
Background
Chronic obstructive pulmonary disease (COPD) is asso-
ciated with dyspnea and exercise intolerance, two major
impediments to quality of life. Although low body
weight [1] and muscle wasting [2] have traditionally
been the focus of nutritional management in COPD,
recent data indicate that obesity is becoming frequent in
this disease [3]. On one hand, a high body mass index
(BMI) appears to convey a survival advantage to patients
with COPD[1,4]. On the other hand, obesity by itself
may compromise lung function[5], decrease exercise tol-
erance particularly during weight bearing activities [6,7],
and quality of life[8], leading to greater disability[9,10].
The effects of obesity in combination with COPD on
exercise tolerance and dyspnea have received little
attention. In one study, obese patients with COPD had
a greater peak exercise capacity and reduced dyspnea
perception at a standardized ventilation during incre-
mental cycling exercise compared to their lean counter-
parts [11]. These counterintuitive beneficial effects of
obesity were felt to be related to reduced operating lung
volumes during exercise in the obese individuals. Other
studies showed that the 6-min walking distance [3], but
not constant exercise cycling test time [12], was reduced
in obese patients with COPD compared to non-obese
patients highlighting the importance of taking into
account the exercise testing modality before concluding
about the impact of obesity on exercise capacity in
COPD. Whether overweight may also influence exercise
capacity in COPD has not yet been addressed.
Pulmonary rehabilitation addresses the systemic con-
sequences of COPD, beyond the impairment in lung
function. As summarized in a recent meta-analysis[13]
pulmonary rehabilitation improves dyspnea, exercise
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any medium, provided the original work is properly cited.tolerance and quality of life. Because of the growing pre-
valence of weight excess in COPD[14], it is important to
learn about the impact of overweight and obesity on
pulmonary rehabilitation. A retrospective study [3]
showed that obesity did not adversely affect rehabilita-
tion outcomes, although data obtained prospectively
would be useful to confirm these findings.
Based on the existing data suggesting that overweight
and obesity may interact with COPD, our hypothesis
was that increasing BMI in COPD would reduce exer-
cise tolerance, increase exertional dyspnea and reduce
functional status during walking but not cycling and
compromise the response to pulmonary rehabilitation in
patients with COPD. This study was thus undertaken to
investigate the effects of overweight and obesity com-
bined with COPD on 1) resting pulmonary function; 2)
6-min walking distance and endurance time during a
constant workrate cycling exercise test (CET time) 3)
health-related quality of life and 4) improvement of
these parameters following pulmonary rehabilitation. To
address these issues, we took advantage of a prospective
cohort of patients with COPD entering pulmonary reha-
bilitation in Canada.
Methods
Study participants
Patients with COPD about to take part in pulmonary
rehabilitation were recruited in 10 study centers across
Canada. Inclusion criteria were: stable COPD, post-
bronchodilator forced expiratory volume in one second
(FEV1) <70% predicted and FEV1/forced vital capacity
(FVC) <70%. Exclusion criteria were: participation to
pulmonary rehabilitation in the preceding 12 months,
living in a long term care facility and a diagnosis of
asthma, congestive heart failure or dementia. All
patients gave informed consent to participate in the
study. Ethics committee from all 10 study sites approved
this research project.
Study design
The data for this study was collected as a part of a pro-
spective observational study of pulmonary rehabilitation
in Canada. The main objective of this cohort was to com-
pare home versus hospital-based pulmonary rehabilita-
tion [15]. The secondary objectives were to identify
possible predictors of the response to pulmonary rehabi-
litation, including obesity, and to evaluate the responsive-
ness of different evaluative tools to assess the effects of
pulmonary rehabilitation[16]. The participating centres
agreed on a pre-established research protocol describing
the evaluation process that was standardized and per-
formed by qualified study personels. Study monitoring
was ensured by one of the author (SB). The length of the
pulmonary rehabilitation programs (6 to 12 weeks) could
not be standardized because of different rehabilitation
capacity between centres. Patients’ assessment included a
medical history, pulmonary function tests, and CET,
6MWT and health status measured by the St. George’s
Respiratory Questionnaire (SGRQ). Dyspnea at rest was
evaluated with the MRC dyspnea score [17]. Data was col-
lected at baseline and immediately after the pulmonary
rehabilitation program. Patients were classified according
to BMI classification of the World Health Organization
[18] into normal BMI (BMI 18.5 - 24.99 kg·m
-2), over-
weight (25 - 29.99 kg·m
-2) and obese (>30 kg·m
-2).
Pulmonary function
Spirometry and lung volumes were measured according
to recommended procedures [19]. Results were com-
pared with predicted normal values from the European
Respiratory Society [20]. Disease severity was categorized
according to the Global Initiative for Chronic Obstructive
Lung Disease (GOLD) classification system [21].
Constant workrate cycling exercise test (CET)
CET was performed on a cycle ergometer with a work-
load set at 80% of peak work capacity achieved during
incremental cycle ergometry. Patients were asked to
cycle for as long as possible [22]. The minimum clini-
cally important difference (MCID) in exercise time was
set at 100 s [16].
Six-minute walking test (6MWT)
The 6MWT was administered in an enclosed corridor in
accordance to the procedures recommended by the
American Thoracic Society (ATS) [23]. The MCID in
walking distance was set at 54 m [24]. We also calcu-
lated the body weight-walking distance product in m·kg
(walk-work) at baseline[25].
Health status
Health status was evaluated using French or English ver-
sions of the SGRQ[26]. This disease-specific question-
naire has been extensively validated in patients with all
grades of respiratory disease including advanced COPD
[27]. A score change of 4 points was considered clini-
cally significant [28].
Symptoms assessment
Ratings of perceived exertion were reported by patients
at the end of exercise tests (CET and 6MWT) on a 10-
point Borg scale, for dyspnea and leg fatigue. The MCID
for Borg scores was set at 1 unit [29].
Pulmonary rehabilitation
Rehabilitation program consisted of 6 to 12 weeks of tri-
weekly 90-minute exercise sessions that integrated sta-
tionary bicycle endurance training, resistance exercises,
Sava et al. BMC Pulmonary Medicine 2010, 10:55
http://www.biomedcentral.com/1471-2466/10/55
Page 2 of 10and patient education, which has been described exten-
sively elsewhere[15,30]. The exercise training program
was directly supervised (n = 190) or was delivered at
home (n = 71). Since these two interventions gave simi-
lar results on dyspnea, quality of life and exercise toler-
ance[15], data from these two training strategies were
combined in the present study.
Statistical analysis
Results are reported as mean ± SD. A p value <0.05
was considered as statistically significant. One-way
ANOVA was used to compare baseline characteristics,
except gender for which we used the Pearson’sc h i -
square. Post rehabilitation data was compared to base-
line using repeated measures two-way ANCOVAs
(group, intervention) using baseline spirometric data
and lung volumes as covariates (FEV1% predicted,
FEV1/FVC ratio, functional residual capacity (FRC)%
predicted, residual volume (RV)% predicted, total lung
capacity (TLC), inspiratory capacity (IC)/TLC ratio).
The normality assumption was verified using the
Shapiro-Wilk’s statistic while the homogeneity of var-
iances was verified graphically with the residuals plot.
Univariate and multivariate regression analyses were
carried out to identify possible correlates of the
response to pulmonary rehabilitation using age, sex,
BMI, length of rehabilitation program and all the pul-
monary function tests reported in table 1 as indepen-
dent variables. All the analyses were done using SAS
software, release 9.2 (SAS Institute inc., NC).
Results
Baseline characteristics
Three hundred patients were initially enrolled in the
present study. A 13% drop-out rate was observed during
pulmonary rehabilitation. The drop-outs were evenly
distributed among the three groups. Reasons for
dropping-out were: patient withdrawal (11%), lost to fol-
low-up (1.5%) and death (0.5%). We report here data for
the 261 patients who have completed pulmonary rehabi-
litation and whose baseline characteristics are presented
in table 1. Patients had a mean FEV1 of 46 ± 15% of
predicted value. GOLD stage distribution was as follows:
stage 1, 1% of the total population; stage 2, 40%; stage 3,
44%; and stage 4, 15% (figure 1). Mean age was 65 ± 8
years and 57% of patients were males. There were no
patients with BMI under 18.5 kg/m
2 and only 5 patients
with BMI >40 kg/m
2.
Sixty percent of the study population was either obese
or overweight, a proportion reflective of the Canadian
population aged 40 years or older[31]. FEV1 (L and %),
FEV1/FVC ratio and inspiratory capacity (IC) to TLC
ratio (IC/TLC) were significantly lower in the normal
BMI group than the other two groups (p < 0.05).
Residual volume (RV, L and %), total lung capacity
(TLC, L and %), and BODE scores[4] were significantly
higher in the normal BMI group than in the other two
groups (p < 0.05). Functional residual capacity (FRC,
L and %) was significantly higher in the normal BMI
group than in the obese group. There was a larger pro-
portion of GOLD stage II patients in the overweight and
obese groups (figure 1).
At baseline, 6MWT distance in the obese group was
65 m shorter compared to normal BMI (p < 0.01) and
49 m shorter compared to overweight (p < 0.01) (table 1
and figure 2). Work-walk at baseline was significantly
higher in the obese group (32779 ± 11078 m·kg, p <
0.01) compared to the other two groups and was higher
in the overweight group (29590 ± 8045 m·kg) compared
to normal BMI (23296 ± 5902 m·kg, p < 0.01). At base-
line, CET time was similar across all BMI categories
(p = 0.8) (table 1 and figure 2).
Borg dyspnea and leg fatigue scores after 6MWT were
h i g h e ri nt h eo b e s eg r o u pa tb a s e l i n e( p<0 . 0 5 )( F i g u r e
3a and 3b). During CET, Borg dyspnea and leg fatigue
scores were similar between groups. Baseline SGRQ
total scores were not significantly different between
groups (table 1).
Effects of pulmonary rehabilitation according to BMI
The duration and modality (home versus hospital-based)
of pulmonary rehabilitation programmes were similar
across the three BMI categories (table 1). Albeit small,
the pre versus post rehabilitation difference in the
6-min walking distance were statistically significant (p <
0.01) and of similar magnitude within each group (mean
15-21 m, p = 0.92) (figure 2). Improvement in CET time
following rehabilitation was also similar in the 3 groups
and reached the clinical and statistical thresholds within
each group (mean 175-216 seconds, p < 0.01) (figure 2).
There was no significant reduction in 6MWT Borg
scores with rehabilitation within the 3 BMI categories
(figure 3a and 3b). This is in contrast to CET Borg
scores and SGRQ scores which were significantly
reduced (1.0-1.3 points, p < 0.01 and 7-8 points, p <
0.01 respectively) after rehabilitation in all three BMI
groups (figure 3, panel c and d, and figure 4). In univari-
ate and multivariate regression analyses, the changes in
6MWT distance, CET time and SGRQ scores as depen-
dant variables were not statistically associated with BMI
nor with any of the potential correlates of the response
to rehabilitation that are outlined in the statistical analy-
sis section.
MCID for the 6MWT, CET and SGRQ was reached
by 19%, 46%, and 60% respectively in the entire study
population. Table 2 shows the proportional MCID
attainment according to BMI category. This proportion
for the 6MWT was smaller for obese than normal BMI
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CET, SGRQ and Borg scores.
The changes in BMI after rehabilitation were small
and not statistically significant averaging -0.03 ± 0.98
kg/m
2 (range: -6.26 to 3.94 kg/m
2) .T h e r ew a sas i g n i f i -
cant reduction in BODE scores in the 3 groups with
rehabilitation with a post-rehabilitation BODE scores of
3.1 ± 1.8, 2.5 ± 1.6, 2.6 ± 1.6, for normal BMI, overweight
and obese, respectively, p < 0.01 versus pre-rehabilitation.
Discussion
This study reports on the impact of obesity and over-
weight in a large prospective cohort of patients with
COPD participating in pulmonary rehabilitation. The
Table 1 Baseline characteristics of patients
Normal BMI Overweight Obese ANOVA
n = 88 n = 95 n = 78 p-value
Age, years 66.0 ± 9.4 65.7 ± 8.2 65.4 ± 8.0 NS
Sex, % of men 56 61 59 NS
Body mass index, kg/m
2 22.3 ± 1.8* 27.5 ± 1.5* 35.1 ± 3.5 <0.001
Height (cm) 164 ± 9.1 165 ± 9.2 163 ± 9.8 NS
Weight (kg) 61 ± 8.6* 75 ± 9.8* 91 ± 14.6 <0.001
BODE score 3.9 ± 2.0* 3.1 ± 2.0 3.2 ± 2.4 0.002
Pulmonary function
FEV1, L 1.02 ± 0.39* 1.18 ± 0.42 1.14 ± 0.38 0.002
% predicted 42 ± 15* 49 ± 15 49 ± 17 0.002
FVC, L 2.7 ± 0.8 2.6 ± 0.8 2.5 ± 0.9 NS
% predicted 86 ± 22 83 ± 21 82 ± 23 NS
FEV1/FVC, % 40 ± 10* 45 ± 12* 49 ± 12 0.001
FRC, L 5.0 ± 1.6† 4.4 ± 1.5 4.1 ± 1.7 <0.001
% predicted 159 ± 42† 142 ± 41 135 ± 45 <0.001
RV, L 4.2 ± 1.4* 3.6 ± 1.4 3.5 ± 1.5 0.002
% predicted 178 ± 60* 157 ± 58 151 ± 64 0.006
TLC, L 6.8 ± 1.7* 6.3 ± 1.7 6.1 ± 1.8 0.01
% predicted 121 ± 22* 112 ± 21 110 ± 23 0.001
IC, L 1.8 ± 0.6 2.0 ± 0.6 2.0 ± 0.6 NS
% predicted 73 ± 21 77 ± 20 81 ± 19 NS
IC/TLC, % 28 ± 8* 32 ± 9 33 ± 8 <0.001
Incremental exercise test
Peak  VO2 , L·min
-1 0.85 ± 0.29* 1.02 ± 0.32* 1.12 ± 0.40 0.02
Peak  VO2 , % predicted 61 ± 36* 75 ± 56* 87 ± 69 0.01
Peak work capacity, Watt 59 ± 22 69 ± 29 65 ± 29 NS
Peak work capacity, % predicted 57 ± 28 64 ± 41 64 ± 37 NS
Constant exercise test
CET time, s 367 ± 230 324 ± 201 338 ± 203 NS
6-minute walking test
6MWT, m 407 ± 75 391 ± 78 342 ± 79* 0.001
Work-walk, m·kg 23296 ± 5902* 29590 ± 8045* 32779 ± 11078* <0.001
Quality of life
SGRQ total score 45 ± 17 45 ± 16 45 ± 18 NS
SGRQ symptoms score 53 ± 23 51 ± 22 50 ± 24 NS
SGRQ activity score 65 ± 20 65 ± 20 65 ± 22 NS
SGRQ impact score 32 ± 18 32 ± 17 32 ± 19 NS
Pulmonary rehabilitation
Duration of rehabilitation (weeks) 8.5 ± 1.7 8.5 ± 1.7 8.4 ± 1.7 NS
Home based rehabilitation, n (%) 23 (26) 27 (28) 21 (27) NS
Values are mean ± SD. Definitions of abbreviations: FEV1: forced expiratory volume in 1 second; FVC: forced vital capacity; FRC: functional residual capacity; RV:
residual volume; TLC: total lung capacity; IC: inspiratory capacity;  VO2 : oxygen consumption; CET: constant exercise test; 6MWT: 6-minutes walking test
distance; SGRQ: St-George’s respiratory questionnaire; NS: not significantly different. * = significantly different than the other two groups, p < 0.05. † =
significantly different than obese group, p < 0.05.
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weight patients had higher FEV1,l o w e rs t a t i cl u n g
volumes and higher peak incremental exercise capacity
at baseline, ii) despite this, their CET time was not
longer than that of patients with normal BMI, iii) obese
patients had a reduced walking capacity compared to
overweight and normal BMI patients, iv) BMI did not
seem to affect SGRQ scores in the present population,
finally v) overweight and obesity did not reduce the
magnitude of improvement in exercise capacity and
quality of life after pulmonary rehabilitation and BMI
had no effect on outcomes on univariate or multivariate
regression analyses taking account differences in base-
line pulmonary function.
It is interesting to observe that, in this cohort, the
proportion of overweight and obese patients was greater
than normal BMI patients, a likely reflection of the obe-
sity epidemic that afflicts industrialized countries
[32,33]. These results underscore that the study of the
impact of obesity and overweight in patients with
chronic respiratory disordersw i l lb eat o p i co fi n t e r e s t
in the coming years.
Obese and overweight patients had higher FEV1 and
FEV1/FVC ratio than their lean counterparts, an obser-
vation that was previously reported [3,4,34,35]. One pos-
sible explanation is that patients with weight excess tend
to be more dyspneic for a given FEV1[36] as illustrated
by the higher Borg dyspnea and leg fatigue scores found
in the obese patients during 6MWT. Therefore, obese
patients with COPD might attract medical attention at
an earlier stage of their disease. It is intriguing to con-
sider that obesity may influence the natural history of
COPD; in a subanalysis of the TORCH trial[37],
BMI >25 kg/m
2 was associated with a slower decline in
FEV1. Another possibility for the differences in baseline
lung function relates to the influence of obesity on
ventilatory function. Decreased chest wall and lung
Figure 1 GOLD stage distribution across body mass index (BMI).
Figure 2 6-minute walking distance and endurance time to constant workrate exercise according to the 3 body mass index (BMI)
categories, at baseline and after pulmonary rehabilitation. Values are mean (SD). * = p < 0.01 baseline versus after rehabilitation within
each BMI group, † = p < 0.01 obese versus normal BMI, ‡ = p < 0.01 obese versus overweight.
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tory flows and decrease resting lung volumes.
At baseline, resting hyperinflation was reduced and
the IC/TLC ratio increased in the obese population.
This finding is consistent with those of Ora et al.[11].
One novel finding of our study is that overweight was
also associated with reduced lung volumes in compari-
son with patients with normal BMI.
We found that obesity had a significant impact on
walking capacity but not on the endurance time during
cycling exercise. This is likely the result of the increase
in energy expenditure associated with weight bearing
Figure 3 Dyspnea and leg fatigue Borg scores at the end of the 6-minute walking test (6MWT) and of constant workrate cycling
exercise (CET) according to the 3 body mass index (BMI) categories, at baseline and after pulmonary rehabilitation. Values are mean
(SD).). * = p < 0.01 obese versus normal BMI, † = p < 0.01, obese versus overweight, ‡ = p < 0.01 baseline versus after rehabilitation within each
BMI group.
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distance product[25]. From a functional point of view,
walking better represents daily activities than cycling.
Taken together, these data suggest that obese COPD
patients might have more important functional impair-
ments. It would be interesting to study the impact of
weight reduction strategies on walking capacity in obese
patients with COPD.
As indicated by similar SGRQ total scores, there was
no difference in health status between groups, both at
baseline and post-rehabilitation, even though patients in
obese group had a more limited walking capacity. This
could be related to the fact that obese patients might
compensate by adapting their environment and dimin-
ishing the amount of activity they perform.
In a retrospective analysis, Ramachandran and collea-
gues[3] reported that the improvement in 6-min walking
distance and quality of life improved to a similar extent
after rehabiliation in obese patients with COPD when
compared with patients with a BMI < 30 mg/kg
2.O n e
limitation of that study is that it did not include over-
weight patients. This appears to be relevant given that
overweight is even more common than obesity. Our
prospective study therefore adds to this information in
showing that dyspnea, quality of life and exercise toler-
ance improve as much in the obese and overweight
COPD patients as their normal BMI counterparts.
BODE scores improved significantly in our population
within each group to an extent that is consistent with
the literature[39].
We did not observe significant reductions in BMI after
pulmonary rehabilitation. Exercise in itself is usually not
Figure 4 Changes in St. George’s Respiratory Questionnaire (SGRQ) total score with pulmonary rehabilitation according to BMI
categories. The horizontal dashed line represents the minimally important clinical difference (MCID) for this variable (Δ of 4 units). Values are
mean (SD).
Table 2 Proportion of subjects reaching the MCID in each
group for different outcomes
Normal
BMI
Overweight Obese
6MWT, % 24* 18 15
CET, % 42 46 57
SGRQ, % 59 64 56
Dyspnea score at the end of 6MWT 46 37 46
Leg Fatigue score at the end of
6MWT
41 31 40
Dyspnea score at the end of CET 60 58 58
Leg fatigue score at the end of CET 56 51 60
Values are % of subjects reaching the MCID defined earlier on each group for
three different outcomes. Definitions of abbreviations: 6MWT: 6-minutes
walking test; CET: constant exercise test; SGRQ: St. George’s respiratory
questionnaire. * = p < 0.05 for normal BMI vs obese.
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should be done in conjunction with nutritional counsel-
ing which was not offered here. In the future, it will be
important to learn how to intervene efficiently with
COPD patients in their goal of loosing excess fat.
T h i ss t u d yp r o v i d e ss o m en o v el information. First, it
is, to our knowledge, the only study looking prospec-
tively at the effect of BMI on pulmonary rehabilitation
outcomes. We also report on improvements in terms of
MCID for 3 different outcomes, the 6 MWT, CET and
S G R Q .A l t h o u g hi ti sg e n e r a l l ys u s p e c t e dt h a tw a l k i n g
capacity is compromised in obese COPD patients, this
study is the first to systematically investigate the impact
of obesity on specific exercise modalities. Finally, the
number of patients enrolled in our trial also provides
sufficient statistical power to make valid conclusions.
The impact of comorbid conditions on rehabilitation
outcomes is currently being investigated [41,42]. In gen-
eral, it is felt that comorbidities do not prevent pulmon-
ary rehabilitation from being effective although some
conditions such as metabolic diseases and osteoporosis
may reduce the chances of success [41,42]. The present
study extends these results by showing that obesity
reduces the likelihood of a patient achieving the MCID
of improvement in distance walked during the 6MWT
after rehabilitation. In contrast, the proportion of
patients reaching the MCID for cycle exercise and
SGRQ was not influenced by BMI. The proportion of
our patients reaching the MCID for the SGRQ is similar
to what has been reported [41]. Although we did not
record the amount of aerobic and resistance training
that was performed during rehabilitation, BMI was not a
factor in the choice of the training strategies and modal-
ities (home versus hospital-based) used in the three
groups. It is thus unlikely that intrinsic differences in
the design of the training programs were the main fac-
tors in explaining the lower proportion of obese patients
reaching the MCID for the 6MWT.
Although the improvement in 6MWT following pul-
monary rehabilitation was less than typically reported
[41,43], we felt that the CET data was reassuring about
the exercise enhancing effects of our rehabilitation pro-
grams. Measuring the cycling endurance time is a better
test of the functional effect of pulmonary rehabilitation
than the 6MWT[16]. The modest gain in the distance
covered during the 6MWT probably reflects our pro-
gram’s emphasis on the bicycling component of the
training intervention since the training modality is
known to impact on specific outcomes. For example,
patients training solely on stationary bicycle have less
improvement in walking capacity compared to patients
performing walking exercises[44].
Our study has potential limitations. First there were
only 3% of morbidly obese patients (BMI >40 kg/m
2), it
would be important to see how such patients fare in the
context of pulmonary rehabilitation. Secondly, it is well
recognized that reduced fat free mass is associated with
muscle weakness[45], decreased exercise tolerance[46]
and poorer survival[47,48] in COPD. Reduced fat-free
mass may occur despite normal BMI[49]. Thirdly, the
CET and 6MWT dyspnea and leg fatigue Borg scores
were collected only at the end of exercise. Dyspnea and
leg fatigue scores obtained at isotime would have been
useful to assess the effects of pulmonary rehabilitation
on these variables in a more complete fashion. Finally,
the impairment in baseline FEV1 was greater in patients
normal BMI and the question may be raised as to
whether this difference in disease stage between groups
could explain our results. We do not believe that this is
the case for the following reasons: i) the main analysis
consisted in an analysis of covariance that took into
account any differences in FEV1 and lung volumes at
baseline; ii) since obese patients had milder airflow
obstruction and resting hyperinflation, their perfor-
mance during the 6MWT should have been better, not
worse; and iii) the magnitude of improvement following
pulmonary rehabilitation is independent from baseline
lung function[50].
Conclusion
Obesity and overweight are frequently associated with
COPD. As the prevalence of excess weight is increasing,
this association will be more and more frequent in clini-
cal practice. Obese patients with COPD, despite having
less severe airflow obstruction, resting hyperinflation
and better peak VO2 than normal BMI patients, had
more severe walking impairment. Pulmonary rehabilita-
tion was still beneficial in improving several clinical out-
comes despite the presence of excess weight. It would
be of great interest to study the impact of weight reduc-
tion strategies in conjunction to exercise training in this
specific patient population.
Acknowledgements
The authors would like to acknowledge the contribution of the investigators
of the Canadian COPD Pulmonary Rehabilitation Research Group at each
participating centres: Queen Elizatbeth II Health Sciences Centre: Dr Paul
Hernandez, Centre Hospitalier Universitaire associé de Québec: Dr Michel
Rouleau, Hôpital Sacré-Coeur: Dr Marcel Julien and Dr Simon Parenteau,
Jewish Rehabilitation Hospital: Dr Bruno Paradis, Hôpital Hôtel-Dieu de Lévis:
Dr Richard Lecours, St-Paul’s Hospital: Dr Robert D. Levy and Ms Pat Camp,
Centre Hospitalier Baie-des-Chaleurs: Dr Richard Audet and of their research
staff. We also thank Dr Éric Rousseau, Mr Yvan Fortier and Dany Janvier from
the laboratoire de Télématique Biomédicale du Réseau en Santé Respiratoire
du FRSQ as well as Mr. Gaetan Daigle for his statistical assistance.
Author details
1Centre de recherche, Institut Universitaire de Cardiologie et de
Pneumologie de Québec, Université Laval, Québec, Canada.
2Respiratory
Epidemiology and Clinical Research Unit, Montreal Chest Institute of the
Royal Victoria Hospital, McGill University Health Centre, McGill University,
Montreal, Canada.
Sava et al. BMC Pulmonary Medicine 2010, 10:55
http://www.biomedcentral.com/1471-2466/10/55
Page 8 of 10Authors’ contributions
FS and LL carried out the analysis of the database and drafted the
manuscript. SB and MJB recruited the patients, performed the exercise tests
and the questionnaires and help revising the draft. JB and FM conceived of
the study, and participated in its design and coordination and helped to
draft the manuscript. All authors read and approved the final manuscript.
Competing interests
L. Laviolette is recipient of a research training award from the Centre de
Recherche de l’Institut Universitaire de Cardiologie et de Pneumologie de
Québec. J. Bourbeau is the recipient of a John R. & Clara Fraser Memorial
Award from the faculty of Medicine, McGill University. This work was
supported by the Respiratory Health Network of the FRSQ and by a grant
from GlaxoSmithKline, Canada. F. Maltais holds a GSK/CIHR Research Chair
on COPD at Université Laval.
Received: 13 August 2010 Accepted: 6 November 2010
Published: 6 November 2010
References
1. Schols AM, Slangen J, Volovics L, Wouters EF: Weight loss is a reversible
factor in the prognosis of chronic obstructive pulmonary disease. Am J
Respir Crit Care Med 1998, 157:1791-1797.
2. Bernard S, Leblanc P, Whittom F, Carrier G, Jobin J, Belleau R, Maltais F:
Peripheral muscle weakness in patients with chronic obstructive
pulmonary disease. Am J Respir Crit Care Med 1998, 158:629-634.
3. Ramachandran K, McCusker C, Connors M, Zuwallack R, Lahiri B: The
influence of obesity on pulmonary rehabilitation outcomes in patients
with COPD. Chron Respir Dis 2008, 5:205-209.
4. Celli BR, Cote CG, Marin JM, Casanova C, Montes de OM, Mendez RA,
Pinto PV, Cabral HJ: The body-mass index, airflow obstruction, dyspnea,
and exercise capacity index in chronic obstructive pulmonary disease.
N Engl J Med 2004, 350:1005-1012.
5. Lazarus R, Sparrow D, Weiss ST: Effects of obesity and fat distribution on
ventilatory function: the normative aging study. Chest 1997, 111:891-898.
6. Salvadori A, Fanari P, Mazza P, Agosti R, Longhini E: Work capacity and
cardiopulmonary adaptation of the obese subject during exercise
testing. Chest 1992, 101:674-679.
7. Swinburn CR, Cooper BG, Mould H, Corris PA, Gibson GJ: Adverse effect of
additional weight on exercise against gravity in patients with chronic
obstructive airways disease. Thorax 1989, 44:716-720.
8. Jia H, Lubetkin EI: The impact of obesity on health-related quality-of-life
in the general adult US population. J Public Health (Oxf) 2005, 27:156-164.
9. Han TS, Tijhuis MA, Lean ME, Seidell JC: Quality of life in relation to
overweight and body fat distribution. Am J Public Health 1998,
88:1814-1820.
10. Al SS, Ottenbacher KJ, Markides KS, Kuo YF, Eschbach K, Goodwin JS: The
effect of obesity on disability vs mortality in older Americans. Arch Intern
Med 2007, 167:774-780.
11. Ora J, Laveneziana P, Ofir D, Deesomchok A, Webb KA, O’Donnell DE:
Combined Effects of Obesity and COPD on Dyspnea and Exercise
Tolerance. Am J Respir Crit Care Med 2009, 180(10):964-71.
12. Laviolette L, Sava F, O’Donnell DE, Webb KA, Hamilton AL, Kesten S,
Maltais F: Effect of obesity on constant workrate exercise in
hyperinflated men with COPD. BMC Pulm Med 2010, 10:33.
13. Lacasse Y, Martin S, Lasserson TJ, Goldstein RS: Meta-analysis of respiratory
rehabilitation in chronic obstructive pulmonary disease. A Cochrane
systematic review. Eura Medicophys 2007, 43:475-485.
14. Landbo C, Prescott E, Lange P, Vestbo J, Almdal TP: Prognostic value of
nutritional status in chronic obstructive pulmonary disease. Am J Respir
Crit Care Med 1999, 160:1856-1861.
15. Maltais F, Bourbeau J, Shapiro S, Lacasse Y, Perrault H, Baltzan M,
Hernandez P, Rouleau M, Julien M, Parenteau S, Paradis B, Levy RD, Camp P,
Lecours R, Audet R, Hutton B, Penrod JR, Picard D, Bernard S: Effects of
home-based pulmonary rehabilitation in patients with chronic
obstructive pulmonary disease: a randomized trial. Ann Intern Med 2008,
149:869-878.
16. Laviolette L, Bourbeau J, Bernard S, Lacasse Y, Pepin V, Breton MJ,
Baltzan M, Rouleau M, Maltais F: Assessing the impact of pulmonary
rehabilitation on functional status in COPD. Thorax 2008, 63:115-121.
17. Fletcher CM, Elmes PC, Fairbairn AS, Wood CH: The significance of
respiratory symptoms and the diagnosis of chronic bronchitis in a
working population. Br Med J 1959, 2:257-266.
18. Clinical Guidelines on the Identification, Evaluation, and Treatment of
Overweight and Obesity in Adults–The Evidence Report. National
Institutes of Health. Obes Res 1998, 6(Suppl 2):51S-209S.
19. Miller MR, Hankinson J, Brusasco V, Burgos F, Casaburi R, Coates A, Crapo R,
Enright P, van der Grinten CP, Gustafsson P, Jensen R, Johnson DC,
MacIntyre N, McKay R, Navajas D, Pedersen OF, Pellegrino R, Viegi G,
Wanger J: Standardisation of spirometry. Eur Respir J 2005, 26:319-338.
20. Quanjer PH, Tammeling GJ, Cotes JE, Pedersen OF, Peslin R, Yernault JC:
Lung volumes and forced ventilatory flows. Report Working Party
Standardization of Lung Function Tests, European Community for Steel
and Coal. Official Statement of the European Respiratory Society. Eur
Respir J Suppl 1993, 16:5-40.
21. Rabe KF, Hurd S, Anzueto A, Barnes PJ, Buist SA, Calverley P, Fukuchi Y,
Jenkins C, Rodriguez-Roisin R, van WC, Zielinski J: Global strategy for the
diagnosis, management, and prevention of chronic obstructive
pulmonary disease: GOLD executive summary. Am J Respir Crit Care Med
2007, 176:532-555.
22. Guyatt GH, Pugsley SO, Sullivan MJ, Thompson PJ, Berman L, Jones NL,
Fallen EL, Taylor DW: Effect of encouragement on walking test
performance. Thorax 1984, 39:818-822.
23. ATS Statement: Guidelines for the Six-Minute Walk Test. Am J Respir Crit
Care Med 2002, 166:111-117.
24. Redelmeier DA, Bayoumi AM, Goldstein RS, Guyatt GH: Interpreting small
differences in functional status: the Six Minute Walk test in chronic lung
disease patients. Am J Respir Crit Care Med 1997, 155:1278-1282.
25. Chuang ML, Lin IF, Wasserman K: The body weight-walking distance
product as related to lung function, anaerobic threshold and peak VO2
in COPD patients. Respir Med 2001, 95:618-626.
26. Bourbeau J, Maltais F, Rouleau M, Guimont C: French-Canadian version of
the Chronic Respiratory and St George’s Respiratory questionnaires: an
assessment of their psychometric properties in patients with chronic
obstructive pulmonary disease. Can Respir J 2004, 11:480-486.
27. Jones PW, Quirk FH, Baveystock CM, Littlejohns P: A self-complete measure
of health status for chronic airflow limitation. The St. George’s
Respiratory Questionnaire. Am Rev Respir Dis 1992, 145:1321-1327.
28. Jones PW: St. George’s Respiratory Questionnaire: MCID. COPD 2005,
2:75-79.
29. Ries AL: Minimally clinically important difference for the UCSD Shortness
of Breath Questionnaire, Borg Scale, and Visual Analog Scale. COPD 2005,
2:105-110.
30. Bernard S, Whittom F, Leblanc P, Jobin J, Belleau R, Berube C, Carrier G,
Maltais F: Aerobic and strength training in patients with chronic
obstructive pulmonary disease. Am J Respir Crit Care Med 1999,
159:896-901.
31. Tjepkema M: Nutrition: Findings from the Canadian Community Health
Survey. Statistics Canada Catalog 2005.
32. Eisner MD, Blanc PD, Sidney S, Yelin EH, Lathon PV, Katz PP, Tolstykh I,
Ackerson L, Iribarren C: Body composition and functional limitation in
COPD. Respir Res 2007, 8:7.
33. Steuten LM, Creutzberg EC, Vrijhoef HJ, Wouters EF: COPD as a
multicomponent disease: inventory of dyspnoea, underweight, obesity
and fat free mass depletion in primary care. Prim Care Respir J 2006,
15:84-91.
34. Schols AM: Nutritional and metabolic modulation in chronic obstructive
pulmonary disease management. Eur Respir J Suppl 2003, 46:81s-86s.
35. Vestbo J, Prescott E, Almdal T, Dahl M, Nordestgaard BG, Andersen T,
Sorensen TI, Lange P: Body mass, fat-free body mass, and prognosis in
patients with chronic obstructive pulmonary disease from a random
population sample: findings from the Copenhagen City Heart Study. Am
J Respir Crit Care Med 2006, 173:79-83.
36. Sin DD, Jones RL, Man SF: Obesity is a risk factor for dyspnea but not for
airflow obstruction. Arch Intern Med 2002, 162:1477-1481.
37. Celli BR, Thomas NE, Anderson JA, Ferguson GT, Jenkins CR, Jones PW,
Vestbo J, Knobil K, Yates JC, Calverley PM: Effect of pharmacotherapy on
rate of decline of lung function in chronic obstructive pulmonary
disease: results from the TORCH study. Am J Respir Crit Care Med 2008,
178:332-338.
Sava et al. BMC Pulmonary Medicine 2010, 10:55
http://www.biomedcentral.com/1471-2466/10/55
Page 9 of 1038. Ofir D, Laveneziana P, Webb KA, O’Donnell DE: Ventilatory and perceptual
responses to cycle exercise in obese women. J Appl Physiol 2007,
102:2217-2226.
39. Cote CG, Celli BR: Pulmonary rehabilitation and the BODE index in COPD.
Eur Respir J 2005, 26:630-636.
40. Garrow JS, Summerbell CD: Meta-analysis: effect of exercise, with or
without dieting, on the body composition of overweight subjects. Eur J
Clin Nutr 1995, 49:1-10.
41. Crisafulli E, Costi S, Luppi F, Cirelli G, Cilione C, Coletti O, Fabbri LM,
Clini EM: Role of comorbidities in a cohort of patients with COPD
undergoing pulmonary rehabilitation. Thorax 2008, 63:487-492.
42. Crisafulli E, Gorgone P, Vagaggini B, Pagani M, Rossi G, Costa F, Guarriello V,
Paggiaro P, Chetta A, de BF, Olivieri D, Fabbri LM, Clini EM: Efficacy of
standard rehabilitation in COPD outpatients with co-morbidities. Eur
Respir J 2010, 36(5):1042-8.
43. Riario-Sforza GG, Incorvaia C, Paterniti F, Pessina L, Caligiuri R, Pravettoni C,
Di MF, Centanni S: Effects of pulmonary rehabilitation on exercise
capacity in patients with COPD: a number needed to treat study. Int J
Chron Obstruct Pulmon Dis 2009, 4:315-319.
44. Leung RW, Alison JA, McKeough ZJ, Peters MJ: Ground walk training
improves functional exercise capacity more than cycle training in
people with chronic obstructive pulmonary disease (COPD): a
randomised trial. J Physiother 2010, 56:105-112.
45. Engelen MP, Schols AM, Does JD, Wouters EF: Skeletal muscle weakness is
associated with wasting of extremity fat-free mass but not with airflow
obstruction in patients with chronic obstructive pulmonary disease. Am
J Clin Nutr 2000, 71:733-738.
46. Baarends EM, Schols AM, Mostert R, Wouters EF: Peak exercise response in
relation to tissue depletion in patients with chronic obstructive
pulmonary disease. Eur Respir J 1997, 10:2807-2813.
47. Marquis K, Debigare R, Lacasse Y, Leblanc P, Jobin J, Carrier G, Maltais F:
Midthigh muscle cross-sectional area is a better predictor of mortality
than body mass index in patients with chronic obstructive pulmonary
disease. Am J Respir Crit Care Med 2002, 166:809-813.
48. Schols AM, Broekhuizen R, Weling-Scheepers CA, Wouters EF: Body
composition and mortality in chronic obstructive pulmonary disease. Am
J Clin Nutr 2005, 82:53-59.
49. Schols AM, Soeters PB, Mostert R, Pluymers RJ, Wouters EF: Physiologic
effects of nutritional support and anabolic steroids in patients with
chronic obstructive pulmonary disease. A placebo-controlled
randomized trial. Am J Respir Crit Care Med 1995, 152:1268-1274.
50. Takigawa N, Tada A, Soda R, Takahashi S, Kawata N, Shibayama T,
Matsumoto H, Hamada N, Hirano A, Kimura G, Okada C, Endo S,
Yamashita M, Date H, Takahashi K: Comprehensive pulmonary
rehabilitation according to severity of COPD. Respir Med 2007,
101:326-332.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1471-2466/10/55/prepub
doi:10.1186/1471-2466-10-55
Cite this article as: Sava et al.: The impact of obesity on walking and
cycling performance and response to pulmonary rehabilitation in
COPD. BMC Pulmonary Medicine 2010 10:55.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Sava et al. BMC Pulmonary Medicine 2010, 10:55
http://www.biomedcentral.com/1471-2466/10/55
Page 10 of 10